MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WHLF - -
Regintrati District N — Primary Reghitration Disiri [} istrar's No. 1_0.6_0 . :
Tian it Now imary R Tratiol & M r .
DO NOT WRITE AMENDED ] il ! Ll .

ON THis STUB PP OGT I T 1953
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where decessed ibved. (f institution: Residenca before
a. COUNTY a, STATE m b. COUNTY admission)

VS 300
Rev. 4/ 59

My
b. CITY (If ounside corporate limirs, give TOWNSHIP only) Length of stay in 1B . CITY Inside Llmits

5 Bte Louis over 25 yr| . twn  St. Louis Yol No O

€. FUEL NAME OF {If NOT in hospiral, give location} Inside Limits d. STREET {If outside, give location)
HOSPITAL Of ADDRESS y .

Nstiution Ste Louis State Hospital (Y=@ NeO - 2723 Gravols Y [ No K

3. NAME OF DECEASED Firat Middla 4, DATE Month Day

(Type or print) OF
LOUISE REISKE DEATH
Jeteber b 1052

5. SEX 6. COLOR OR RACE 7. Married []  Never MarriedX] [8. DATE OF BIRTH | 9- AGE (last binthday) tF UNDER 24 HR

?eme w‘hite Widowed [ Divorced [J 1/11/66 97 Months I Days Hours Min.

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and state ar country) | 12. CITIZEN OF WHAT COUNTRY

during mest of working life, avan if retired)
Missourl _ USA
¥3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE

Fred W, unknown -

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Address

{Yes, Hoor unknown) I(If yes, give war o dates of service) Hospital Recorda

18. CAUSE OF DEATH (Enter anly one cayse per line for (a), {b), and {c). INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: QNSET AND DEATH

IMMEDIATE CAUSE (o) ___ Congestive heart failure

C%ngiﬁnnl, i|; any, DUE TO (b)
i tise to
sbove “caose (o] sive cardiovascular disease
stating the under-
lying causa last. DUE TO {c)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not releted 1o the terminal PART IIl. If dotessed was female was _

diseass condition given in PART | (8} there a pregnancy in last 90 days.
Acute and chronle L2 O [Dve | @ e | O vnbvown

19. WAS AUTQPSY | 20s. ACCIDéEi SUH:ID%I HOMICIDE' 205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 1B.}
o a m]

PERFORMED?
YES NO O

20c. TIME OF Hour ‘Manth, Day, Yeasr
INJURY a.m.
pom.

20d. INJURY OCCURRED =, FLACE OF INJURY {a.g., in or sbout home, | 204. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ . farm, fectory, streat, office bldg., etc.)
NOT WHILE AT WORK (O

: her
21. | snended the deceased f‘rum_An.g..__zz-,——ls;B-—. 'O—Q-c-‘h-l-—zll-’—mnd last saw g alive 0n—0C-t.—2L,—1963————

on tha date siated abova, and to tha best of my knowledge, from the causes stated.

Reside on Farm
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD CF

MEDICAL CERYVIFICATION

Death occurred st

"D Bt e

22c_ DATE SIGNED

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

Z3a. BURTALY CREMATION, | 23b. DAT

REMOVAL (Specify) /0/;(/ %3

ADDRESS

é] im o /E oS

BY AFFIDAVIT OF

ITEM NO.

[Li;rued Embalmer’s Statement on Reverse Side)
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ol g ranes o
— ndegmr N g ~.STATEMENT 'BY (LICENSED. EMBALMER
qelirgasvef e gk
| hereby cerfify that the body whose name is recorded on 1he reverse side of this certificate was embalmed by me,

or by oiram o Mt oalUoe
- . u_\.r'n AtcLover

Student Embalmer No. :

working under my personal supervision.

Student Signed m /g / %ﬂh

Signature of Srudent Embaimer
Licensed Emba1mer No. ’ //?

- 0
~rr P.O.Address

Noie: The above MUST BE SIGNED BY THE I.'ICENSED EMBALMER in hls OWN HANDWRITING.
with the above, constitutes: grounds” for revocation of license). AN J v, -

If embalrr_led by a STUDENT he_ also shall sign.in his OWN handwriting.
If this body is not embalmed, fact should be so stated abave.

(Failure to comply




